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VI-REPORT OF THE STUDY GROUP 
ON MEDICAL CARE SERVICE 
(AJIT PRASAD JAIN COMMITTEE 
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REPORT OF THE STUDY GROUP ON MEDICAL 
CARE SERVICES ag 
(AJIT PRASAD JAIN COMMITTEE) 
SUMMARY OF RECOMMENDATIONS 
ORGANISATION OF MEDICAL FACILITIES 


I. In order to develop institutional facilities the following 
pattern 1s recommended to be attained ByetO le = 


caching Hospitals . : 500 (10 be increased according .to the num- 

ber of students), 

District Hospite}s ‘ 200 (may beraised UP to 300 beds depending’ 

, ; on popul’ tion). 

Tensil/Taluq Hospitals . 50 (may be raised deperdirgon pervia- 
tion), 

Primary Health Centres . 6 (may be increased to 100 depending 
on needs), 


2. The bed strength of 125 districts which have at least one 


~ 200 bedded hospital may be raised to 300 depending on the popula- 


tion served. In the remaining 210° districts hospitals, having less 
than 200 beds, the strength should be raised to a minimum of 200 
beds. Ordinarily the distribution of these beds should be as 
under :— 


Medical . : : - dnt. a yA y A 60 
Sd oe ee ene ee ea 40 
Gynaecology and Obstetics including Moternity § : 35 
Paediatries . . ee : . ee 
Orthop2edics ‘ 5 
VC ra 4 ’ ' ; ‘ j ‘ . ‘ oO 
BNET Ouse. : _ ; : ; . ' : 10 
Skin. ; 7 ; : elem t ‘ A : 5 
E™n2rgency 7 7 : - : ‘ . : 5 
[solation , . eT tee a , ; : d 10 
Psychiatry . - ; é ’ : b ; - 7 
200 


3- Since the district hospital is to serve as a referral centre it 
should provide specialist services in Medicine, Surgery, Obstetrics, 
Gynaecology, Eye, E.N.T., Paediatrics, Dentistery, Psychiatry, V.D. 
The T.B. Clinic at the district headquarters, where it exists should 
work in close liaison with the district hospital and the medical 


_ officer of the clinic should work as T.B. specialist to the district 


hospital. 
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4. Each of the 947 tehsils/talugs, which do not have hospi 
tals at present, should be provided with one hospital each with a 
“minimum bed strength of 50. In other tehsils or talugs, where 
the bed strength is less than 50, it should be raised to a minimum 
of 50. The distribution of beds should generally be; Medical = 
20, Surgical=15. Maternity and Gynaecology=10 and Isola- 
tion=5 beds. The tehsil /taluq hospital should be provided with 
three medical officers, one each for the three basic specialitics 1.¢. 
Medicine, Surgery and Gynaecology and ~Obstetrics. The doctor- 
in-charge of Gynaecology and Obstetrics should preferably be a 
woman. She can also take charge of Maternity and Child Health 


work and Family Planning. 


| 5. At Primary Health Centres, of the six beds recommended, 
4 should be for maternity cases and the bed strength could be raised 
to ten depending on the needs. . a 


6. The present number of beds viz. 3,18,000 should be rais- 
ed to 4,20,000 in 1971 and to 6,30,200 beds in 1976, bringing the 
bed-population ratio from 0.61 per thousand of population as at 
present to 0.75 in 1971 and one bed per thousand of population by 


1976. 


+. A regular system of giving liberal grants-in-aid to volun- 
tary and charitable organisations to open new teaching institutions 
and other institutions for giving medical care and service should be 
instituted on non-restrictive basis. 


8. In order -to make full utilisation of the beds available in 
hospitals/Primary Health Centres, the following measures are 
suggested :— 


(a) When a patient no longer needs the specialised medical 
care of a regional or a district hospital he should be sent 
back to the tehsil/taluq hospital or the Primary Health 


Centre nearest to his residence for genera] treatment. 


(b) Convalescent homes may be set up where chronic and 
incurable patients may stay on nominal payment and in 
case of indigent persons free of charge. 


(c) Medical Inns may be set up in the vicinity of bigger hospi- 
tals, preferably by private bodies, where patients and 
their relatives from mofussi! areas may stay on payment 
during the period of diagnosis; and ; 


(d) Specialist, laboratory and diagnostic services as recom- 
mended by the Group, may be provided soon at smaller 
hospitals and Primary Health Centres in order to heip 
create a climate of confidence and facilitate the working 
of referral system. ‘ 
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_ 9 In order to Provide specialist services to the people living 
an rurai areas all teaching hospitals should be treated as regional 
hospitals, each oe aoe a specined area or hinterland covering, if 

e , t e Stricts scfrrc itals 7? ; - 
necessary, two to three districts. Dist: ict hospitals, in areas which 
remain unattached to the teaching hosvital, should be developed as 
full-fledged referral centres, | 


to, Cases from district hospitals should be referred to teach- 
ing hospitals, while cases from Tehsil /talug hospitals and Primary 
Health Centres should be referred to District Hospitals. Primary 
Fiealth Centres should refer cases to their nearest referral hospital. 
The referring doctor, however, may iN serious cases exercised his dis- 
cretion and refer the cases to the teaching /special hospital direct. 
Cases unless needing hospitalisation or specialised treatment should 
be referred back to the originating hospitals or Primary Health Cen- 
tres with proper diagnosis and instructions for further treatment. 


Iz. In difficult areas and in areas where distances are long 
and means of communication difficult such as hilly districts and 
difficult areas like Bastar, certain tehsil /taluq hospitals should be 
developed as full-Aedged referral centres. 


12. Mobile teams of specialists from district and teaching 
hospitals should visit tehsil /taluq hospitals and Primary Health 
Centres at regular intervals to advise the doctors on cases being treat- 
ed there or for the transfer of cases needing specialist care 


to referral hos pitals. 


PRIMARY HEALTH CENTRES 


13. The coverage of 80,000 population by a Primary Health 
Centre is too heavy. In practice the Primary Health Centre does 
not serve more than 30 to 40 thousand people living within a radius 
of two to four miles of the main centre and subcentres. It iS, 
therefore, suggested that by the year 1976 at least one of the sub- 
centre jn the Block should be raised to the status of Primary Health 


Centre. 


14. Medica] Officers of the Primary Health Centres should be 
oriented in public health and training facilities for the type of staff 
needed should be augmented. 


15. The lady doctor for the Family Planning work at the 
Primary Health Centre should always be in addition to the lady 
medical officer on health side. | 


16. In appropriate cases, wherever the need exists, the num- 
ber of beds in the Primary Health Centre may be increased from 6 
to Io. 


17. Full use of specialists visiting Primary Health Centre at 
regular intervals should be made and the Primary Health Centre 
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doctor should keep such cases needing specialist treatment in readi- 
ness. Ambulance service should also be fully made use of to make 


the referral service successful. 


18. The laboratory technici 
the Primary Health Centre under 
gramme should be utilised to under 
blood etc. of patients attending the 


an with a microscope provided at 
National Malaria Eradication Pro- 
take simple tests like stool, urine, 
Primary Health Centre. 


19. The allopathic dispensaries functioning within the juris- 
diction of the Primary Health Centre should be continued as 
hitherto and be treated as sub-centres to the main Primary Health 


Centre. In Blocks which do not have a Primary Health Centre, 


one of the existing allopathic dispensaries should be upgraded, to 
d other dispensaries 


the status of the Primary Health Centre an 
would function as sub-centres. ; 


20. As an incentive to doctors to work in rural areas the pro- 
vision of residential accommodation, grant of rural allowanoe and 
posting by rotation in rurai and urban centres should be made a 
must. Efforts should also be made to improve working conditions 
at the Primary Health Centres to form a unified cadre of doctors 
‘n the State Government services and to provide regular training 
facilities to the doctors of the Primary Health Centres preferably 


at the district hospital. 


OUT-PATIENT DEPARTMENT AND EMERGENCY 
SERVICES 


21. The Out-patient Department should be planned to pro- 
vide services for one per cent of the population of the area to be 
catered for. It should be located at suitable distance from the in- 
door wards, and be connected by a corridor to laboratory, X-ray 
and other diagnostic rooms. In smaller hospitals and others where 
sufficient accommodation is not available, the O.P.D. may be located 
on the ground floor and indoor wards on upper floors. : 


22. The Out-patient Department should be sufficiently large 
so as to avoid congestion. There should be a reception-cum-infor- 
mation counter situated at a prominent and easily accessible place 
in the Central Registration Hall. 


23. In order to help illiterate people coming from rural areas, 
the Out-patient Department cards issued to patients should be in 
different colours and if possible the symbols of speciality like Eye 

; a Say : “he ao - - Eas 
Ear, Nose, X-ray may be printed prominently to identify concerned 
clinical Department. ; 

24. There shouldbe arra nts, 1 icinity of the hospi 
as 4 ats suld'be arrangements, in the vicinity of the hospi- 
tal, = y of patients and their attendants seeking admission to 

; : > 
hospitals for diagnostic purposes, either free or at nominal charges 
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Such facilities can be easily provided by charity minded individuals 
. . D . 2 = 6 “ ay 

or organisations. Yrovision of a cafetaria for patients and their 

attendants should also be made. 


25. While planning outpatient Department provision for the 
treatment of at least 10°/ of the total number of patients expected 
to attend the out-patient Department should be made for emergency 
cases. . 


2D ox AD. emergency ward should be added to every hospital 
where a patient needing emergency service should be admitted at 
once and kept for 24 hours, before being transferred to a reguiar 
concerned ward. 


27. Ambulance service to bring patients needing emergent 
service should be provided at the Out-patient Department. 


28. There should be separate doctors and other staff for the 
Emergency Department and they should work round the clock. 
Services of other specialists should be available at call. The ser- 
vices of a pathologist and radiologist should immediately be avail- 
able to the Emergency Ward. In teaching hospitals there should 
be a separate set-up of these services. 


29. The budget for drugs, medicines, instruments, equi 
ment and dressings for the Emergency Department should be kept 
separate and be at least double of the needs of other corresponding 
Departments. Buffer stocks of drugs. should be kept with the 
Medical Superintendent to meet the needs of the Emergency Depart~ 
ment. | | | 


SPECIAL HOSPITALS 
30. To remove disparity in the distribution of special hospi- 
tals, preference should be given to the backward States in the 


matter of establishment of new special hospitals and provision of 
additional beds in existing institutions. 
¢ 


31. Treatment in special hospitals should be restricted to re- 
ferred cases and cases which need specialised attention of the highest 


order. 


Tuberculosis 


+ 32. There should be no district without having at least one 
T.B. Clinic with a minimum of too beds and those having Jess than 
100 beds should be raised to 100 beds by 1976. 


33- Domiciliary treatment of T.B. should be intensified. Ad- 
mission of patients in T.B. hospitals should be confined 
to (1) medical emergencies, (2) surgery cases, (3) sputum positive 
cases, and (4) cases not responding to domiciliary treatment. 
23—88 CBHI/ND/84 
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34.. District Tuberculosis Clinics /hospitals should run in close 
Jiaison with Talug/Tehsi] and District hospitals and T.B. Centres 
should be in overal! control of the Superintendent of the Tehsil/ 
Talug/District Hospital. 


35- Regular supply of anti-tuberculosis drugs to the patients 
attending the Tuberculosis clinics should-be ensured and agency 
of the basic health worker working at the Primary Health Centres 
Should be utilised to make available drugs to the patients domici- 

_liarily. 


36. Before the mother is discharged from the hospital the 
baby should be B.C.G. vaccinated. For this adequate provision of 
freeze-dried vacaine should be made in maternity hospitals. : 


Mental Hospitals 


37- By 1976 the bed strength for mental cases should be rais- 
‘td to 1:15,000. Teaching hospitals should have a psychiatric 
clinic (Day Hospital) with 30 to 40 beds. District hospital should 
have a psychiatric clinic with a minimum of 5 beds. Regional 
mental hospitals should be set up for a group of 8 to 10 contiguous 
districts. Some of the existing mental hospitals should be raised to 
the status of regional hospitals by inareasing their strength to 300— 
400 beds. Initially mental cases should be treated in psychiatric 
clinics before being referred to teaching hospitals or to the mental! 
hospitals. 


38. The existing medical colleges should be expanded to train 
adequate number of doctors in mental sciences and teaching hospi- 
tals be utilised for training para-medical personnel. 


39. The Indian Lunacy Aat should be replaced by a suitable 
Mental Health Legislation. © - 


Maternity Hospitals 


40. The maternity bed recommended by the Group, namely 
70 beds in Teaching Hospitals, 35 in District Hospitals, ro in Tehsil 


be admitted in hospitals and ordinary deliveries should be done in 


~ 


_ Al. Facilities and equipment for applying advance practice in 
the feld of obstetrics and for isolating septic from clean cases in 
labour and for special HUISINS Care to treat cases of toxaemia, teta- 
nus, peurperal psychosis etc., which are now very much lacking or 
- Inissing, should be made up. 


ould Tun in close 
nd T.B. Centres 
of the Tehsil / 


3 to the patients 
d and agency 
Health Centres 
patients domici- 


he hospital the 
ate provision of 
pitals. 


| should be rais- 
a psychiatric 
hospital should 
Regional 

IO contiguous 
uld be raised to 
sngth to 300—. 
1 in psychiatric 
‘to the mental 
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1 by a suitable 
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42. Training facilities for Midwives, Auxiliary Nurse Mid- 
wives anc for Dais should be made at the District Hosp'r2:. The 
. 77 ~ 4 . . ° e 2 = 
Dais shouid also be paid similar stipend during the cours >= train- 


Ing as to Auxiliary Nurse Midwives 


Paediatric Hospitals 


43. There should be one Paediatric hospital in eac> State 
attached to one of the medical colleges. This hospital should have, 
in addition to general section; a number of specialised sections such 
as Paediatrics Haemotology, Endocrinology, Neurology, Surgical 
Paediatrics, Orthopaedic Paediatric and Dental Services. 


Cancer Hospitals 


44. The existing four Cancer Hospitals at Bombay, Madras, 
Calcutta and Delhi should be upgraded to regional centres and ope- 
rational areas attached to each of them. In addition, two more 
regional centres be opened one in Madhya Pradesh attached to 
Bhopal Medical College and another at Varanasi, or at some place 
in the State of Bihar. 


Ophthalmic Hospitals 
45. Training of specialists in SPE and provision of © 


more beds to reach the norms of advanced countries namely, one 
eye specialist and one ophthaimic bed needed for 10,000 and 5,000 
population respecively is an ideal, which should be achieved. The 
work done by voluntary agencies in certain States in the field of 


_ eye relief is appreciated and suitable action be initiated in other 


places also. 


46. Mobile ophthalmic units, manned by the specialists of 
the district hospital, should hold periodic eye clinics and camps at 
Primary Hospital Centres. Periodic check up of eye diseases 
should be included as an important item jin the School Health 

rogramme, » , 


Treatment for Leprosy Cases 


47. Excellent work done for the control of leprosy by volun- 
tary agencies and International Organisations is appreciated and 
they need further encouragement and financial help. 


48. Special emphasis should be laid on the detection of leprosy 
in the School Health Programme for this age group. 


49. Leprosy programme should be integrated with the Pri- 
mary Health Centre and sufficient stocks of sulphones should be 
maintained at the Primary Health Centres who should obtain the 
services of a specialist at S.E.T. Centre wherever required. 
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Infectious Diseases Hospitals | 


50. The health authorities should take serious notice of the 3 
deplorable state of affairs obtaining in Infectious Diseases Hospitals. 
State Governments should take over the responsibilities of running 
Infectious Diseases Hospitals, in highly endemic areas. District 
Hospitals should have isolation beds where communicable diseases 
except smallpox be treated. 


51. Cities with a population of 5 lakhs or more should have 
an Infectious Diseases Hospital, Primary Health Centres should 
provide temporary shelter to Infectious Diseases patients. * 


Dental Treatment 


52. Fully equipped and staffed dental clinics should be set 
up at the District hospitals where they do not already exist. Be- 
sides the dental surgeon, the Dental Clinic should have a dental 
hygienist and dental mechanic. Dental care of school children 
should be included in the School Health Service. 7 


Convalescent Homes and Rehabilitation Centres 


53- Convalescent Homes should be set up in the vicinity of 
teaching hospitals for chronic and incurable patients. 


54- Facilities for rehabilitation, consisting of Medical Physical 
therapy, Occupational therapy, Speech Therapy and Prosthetic Sec- 
tons should be set up at each teaching hospital. At least one phy- 
siotherapist should be appointed at the District Hospital. 


INTEGRATION OF MEDICAL AND HEALTH SERVICES 


ies see 1s suggested that curative and preventive services, 
Family Planning and Maternity and Child Health work should be 


integrated from the highest to-the lowest operational level under 
a single administrative authority. 

__ 56. There should be one single officer in the District respon- 
sdle Tor curative, preventive and family planning work and he be 
cesignated as Chief Medical Officer, in place of District Medical 
Oficer. He should have two deputies to assist him—(r) Deputy 
Caiet Medical Officer (Health) and Deputy Chief Medical Officer 
ae ere eget end eee 3 present post of Family 

anfning Utneer may be abolished. The Chief Medical Officer 
will De ex-officio Medical Superintendent of the District Hospital 
and all other medica] institutions in the District will be under his 
charge. All Civil Surgeons should be given three months’ orienta- 
cen Teining in public health so that they can work effectively as 

Chief Medical and Health Office, ~ = OD 


4 


2 
ig 


ty) 


57- Medical Officer-in-charge of the Primary Health Centre 


avalitit 


EB ycoaeane 
should be putin full administrative control of the entire health 


staff and be designated as the drawing and disbursing authority with 
powers to grant leave to his staff. 


STAFFING PATTERN AND REQUIREMENTS OF 
| EQUIPMENT 


| 58. The standards for hospital appliances, equipment and in- 
struments evolved by the Indian Standards Institute should be strict- 
ly followed and no departure from these standards should 
be permitted. . | 


59. Staffing pattern for a Hospital with 50, 100, 200 and 300 
beds have been recommended. 


60. Private practice should be permitted to all Government 
doctors except in the case of doctors working on the heaith side, 
doctors working on laboratory and diagnostic services, doctors serv- 
ing in teaching hospitals, Civil Surgeons of the Districts and Medi- 
cal Superintendent of Hospitals and doctors working on research 
projects. Adequate non-practising allowance should be paid to the 
incumbents of these posts. ) 


61. State Governments in the case of medical men working 
in Directorates of Health and Medical Services and Central Govern- 
ment in case of medical men working in the Directorate General of 
Health Services should take their own decision in regard to payment 
of non-practising allowance depending on their resources and service 
conditions. | 


62. Doctors working in difficult and remote areas should be 
granted a special allowance during the period of their posting at 
such places. 


63. System of honoraries should be continued in places where 
whole-time Government doctors and specialists are either not avail- 
able or Government cannot afford to engage them for want of funds. 

* The services of eminent persons who are known to be devoted to 
their profession and are prepared to work as honoraries, should be 
utilised. The honorartes should be subjected to same discipline as 
whole-time doctors. Their terms for recruitment and conditions of 


working like hours of duty etc. should be clearly laid down. 


LABORATORY AND DIAGNOSTIC SERVICES 


64. Laboratory services in India vary from State to State and 
within the States at all levels. Efforts to strengthen the services at 
district and peripheral ‘evels should be made. Any potential savings 
by way of space, equipment, personnel and funds need to be over- 
looked. 
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65. In teaching hospitals the set up af laboratory neon 
should include Clinical Biochemistry, including routine Peaneey 
tions, Haematology including Blood Bank. ee ape 
Microbiology including Stool CSF, Pleural tiuids, Pera, pe 
Surgical Pathology, Autopsy including Cytaogy. . Eac . agi 
sections should be under the charge of a comoctent and we 2 
ed ofhcer with a complement of technical stati, but the responsibi- 
lity for technical standards should rest with the parent department 
of the College. 


66. The set up at the District Hospital may include ee 
logy including Blood Bank, Clinical Bio-chemistry, Urine and Stool, 
C.S.F. Serology etc. and Microbiology. If resources do not permit, 
arrangements for such service may be made with the department 
of Pathology and Microbiology in a neighbouring teaching hospi- 
tal. Laboratories at. the District level should have 4 laboratory 
technicians, 2 laboratory attendants, a sweeper and a clerk on their 
staf. At the tehsil/taluq level there should be one laboratory 
technician and one of the doctors should, in addition to his other 
duties, look after the laboratory. This doctor should be deputed 
to a District Hospital for about 6 weeks training if necessary. 


67. Non-medical graduates in Bio-chemustry or Micro-biology 
may be employed to do laboratory work. 


68. The departmental heads in a laboratory in large hospitals 


should be fully qualified medical man who in addition to general .° 


training in pathology should have sufficient postgraduate experi- 
ence in the speciality of the department. 


69. The number of technicians in a laboratory shOuld be fixed 
on the basis ef 1,000 tests per fully trained technician per month 
as the maximum. 


70. ‘The X-ray Department should be so sited as to be readily 
accessible to in-patient wards, the out-patient department and the 
accident and emergency department. 


71. Teaching hospitals should have four X-ray plants one of 
390 to 500 M.A.; the second of roo M.A.: and third a portable 
plant of 35—-50 M.A. and the fourth a Dental A-ray Plant, besides 
plants or machines for Diathermy and lamps for ultraviolet. and 
infra red. In large and busy hospitals there may be an additional 
miniature X-ray set. 


72. In district hospitals with 200 or more beds there should 
be one 200 M.A. Unit, one 100 M.A. and one 35—-so M.A. port- 
able unit and one for dental care, besides having lamps for ultra- 


violet and infra red. The tehsil /taluq hospitals should have one | 


X-ray plant of 50 M.A. and lamps for ultraviolet and infra red. 


bt 
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73- Radiotheraoy should >< confined to a few selected hospi 
tals and teaching hospitals. ; 


74- Radioisotopes should be limited to teaching hospitals only. 
ANCILIARY SERVICES 


75. Supply of linen in a hospital should be the responsibility 


_of an officer of the status of Matron or Assistant Matron who should 


be in-charge of the service. Central linen room is recommended. 


76. Clothing supplied to patients should be simple, economi- 
cal, durable, clean and suited ‘o the climatic requirements of the 
place. 


_ 77+ Mechanical laundry for linen in hospitals where the quan- 
tity of linen is not less than 45,000 pieces per week is considered 


economical, quick and involving the minimum wear and tear and 


pilferage. For this purpose smaller hospitals may be grouped. 
Hospitals in the same city may combine to have central mechanical 
washing. Small domestia washing machines may. be used in Dis- 
trict and Taluq hospitals. 


78. Hospitals with more than 200 beds should have a whole- 
time dietician. In others one of the sisters should be trained in 
basic knowledge of diets and put incharge of dietary and food ser- 
vices. Trolleys insulated with saw dust and stainless stee] thermo 
jars with a tap should be used for carrying food. Kitchen shouid 
be preferably on the ground floor and be neat, clean and spacious. 
Stainless utensils and gas or smokeless chullah should be used. 


79. Central Sterilisation Supply Department should be orga- 
nised in all hospitals with bed strength 200 or more. District 
Hospitals should supply sterilised materials including dressings to 
hospitals and dispensaries attached to them. = Blankets must be 
thoroughly sterilised. The C. S. §. D. should be on the ground 
floor near the operation theatre and connected with telephone. 


” 80. Non-store holding purchases organisation should be set 
up in all States to coordinate the demands of medical stores and 
drugs from various hospitals. Rate contracts should be settled wit! 
suppliers /manufacturers and supplies received from them directly, 
in larger packings and sent to the District Hospitals from where the 
drugs and equipment be supplied to Tehsil/Talug Hospitals and 
Primary Health Centres in the district. Medicines should be stock- 
ed for a period of six months. Quality control organisation should 
ensure quality of drugs received from suppliers and _ supplied to 
hospitals. : 


81. Hospital pharmacies should be established in al] teaching 
hospitals and tablets, injections, fluids and other common mixtures. 
and ointments should be manufactured there. 
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82. To check over-medication, there shouid be : sane 
consisting of specialists, who should meet Sei cea pe ik 
cases of misuse and excessive use and prescription of 1 ith 
Prescribers’ Journal should be started by the Government 0 


to begin with. 


83. The basis of treatment in hospitals should ee eae 
Formulary and the treatment should be prescribed & sec 
pocia or generalic name and use of branded and patent m ) 
should be discouraged. 


84. In addition to Hospital Library, there should be a an 
ents’ Library having light reading and pictorial magazines, pa 
and periodicals, as well as literature on Gietary, ee : 
and health education material. At the District Hospitals there 
should be a fairly good library and doctors working in other hospi- 
tals of the district should become members and borrow books. 
Medical and professional journals should be made available in all 
hospitals and even in Primary Health Centres. A system of cay 
lating medical and professional journals which are rare and publish- 
ed in foreign countries should be established. If possible extracts 
of important material may be got cyclostyled and circulated. 


85. One or more than one workshop, depending on the size 
of the State to repair machines and hospital equipments should be 
set up. Technicians attached to these workshops should periodi- 
cally visit hospitals to check up machines and repair them on the 
spot or bring them to workshop. Hospital authorities should send 
periodically a certificate to the Health Directorate that all machines 
and plants in the hospital are in working order and those out of 
order have been sent for repairs. Flospitals with bed strength of 
200 or more beds should have a repairing cell consisting of one 
Blacksmith, one painter, one carpenter and one Electrician. 


86. In Teaching Hospitals providing post-graduate medical 
studies records should be kept in a precise manner with indexing 
and ‘reserved in bound volumes or in microfilms, where felt neces- 
sary. The cases to be recorded should be marked by the doctors. 
District Hospitals should adopt a simple method of record keeping. 
Record should be maintained on the pattern of International Classi- 
fication of Diseases. In teaching hospitals there should be one 
Medical Record Officer, 2 Medical Record Technicians and other 
complementary clerical staff, while,in District Hospital] one Medi- 
cal Record Technician and one of the Medical Officers in the hospi- 
tal should be made responsible for record keeping. More teaching 
centres should be opened to train Medical Record Technicians. 


87. All hospitals with 200 or more beds should have a blood 
bank. Doctors should persuade friends and relatives of patients to 
donate blood. Blood Banke in Teaching Hospitals should supply 


. 
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blood to hospitals attached to them. These hospitals should have 
refrigeration facilities and dust-free accommodation for storage and 
equipment for blood transfusion. Blood Banks should be equipped 
with a utility van which should serve as a multpurpose vehicle for 
transporting donors, blood donation teams and social workers, and 
when free for propaganda purposes and for blood collection. A 
small committee of experts to lay down standards for the collection 
and storage of blood and for techniques of grouping and matching 


should be appointed. 


88. Designs of mortuaries for different sizes of hospitals have 
been suggested. Cold storage arrangements should be available in 


- district and teaching hospitals. Cold room chambers should keep 


a temperature of 4°C. Provision of ice in case of electricity or com- 
pressor failure should be made. The floor should be 
stain-proof and easily washable. Proper record for incoming and 
outgoing dead bodies should be maintained and whenever required 
the services of photographic and X-ray units should be available. 
Ground floor is the best location for a Morgue. It should have a 
suitable exit leading to a loading area concealed from the view of 
patients, and the public. On an average there is one death per 
hospital bed per vear and facilities for the custody of bodies and 
post-mortems should be provided accordingly. 


89. All out effort to inform the relatives, friends or persons 
who may be visiting the patient during his illness, about the death 
of the patient should be made before declaring a dead body as un- 
claimed. Unclaimed bodies may be sent to teaching hospitals for 
teaching and research purposes. Post-mortem need be done on 


legal and police cases or for pathological purposes for teaching and 


research. Delay in handing over the dead body on this account 


should be minimised to the maximum extent possible. 


SANITATION AND SECURITY ARRANGEMENTS PUBLIC 
RELATIONS AND HEALTH EDUCATION 


go. Full fleged House-keeping Cell with a qualified Sanitary 
Inspector, Havaldars, Sweepers, Scavengers and Gardeners has been 
suggested. 


gt., Three to four per cent of capital cost should be provided 
for the maintenance and repairs of hospital buildings. Restrictions 
imposed on account of emergency or other matters in the allotment 


of funds for repairs should not apply to hospitals. 
d 


g2. Hospitals should have arrangements to maintain a daily 
supply of 50 gallons of water per bed. Drinking water in the 
form of water coolers should be provided in verandahs and out- 
patient department at suitable location. Private donations should 
be solicited for providing water coolers. 
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93- One latrine seat for every six beds should be poms in 
hospitals. Wherever piped water supply is available, all ar 
face latrines should be converted into water-borne latrines attache 
to the sewerage system or a septic tank. _ At other places ei 
borne non-flushing latrines should be provided with a septic 


’ e - *ho come in contact 
94. Cooks, food servers, attendants etc. W n CO: 
with food should be screened and their health records maintained. 


95. Regular physical verification of stores in all departments 
will reduce pilferages. Architects should pay adequate attention 
to consideration of security in the designing of hospitals. 


96. A good and courteous behaviour on the part of hospital * 
workers and doctors and the receptiveness by patients and their 
attendants will constitute good public relations. This cannot be 
strictly enforced but are to be realised. 


97. In teaching hospitals, a Public Relations Officer should be. 
appointed to look into the complaints and difficulties, bring them 
to the notice of the concerned officer and secure redress. 


98. In the Casualty and Emergency Departments the doctor 
should be particularly polite and sympathetic and should spare no | 
efforts to console the relatives and attendants of the patient. A 
brochure containing the “Dos” and “Don'ts” i.e. acts which he is | 
hot expected to do, should be available for the benefit of the in- 
patients. | 


99. Appointment of Hospital Advisory Committees in teach- 
ing and district hospitals is suggested. These Committees should | 
take lively interest in the affairs of the hospital and the staff and | 
suggest measures to add to the comforts of patients, build better | 
relations and secure hospital support of voluntary institutions, chari- | 
tably disposed persons and social workers. | 


100. Hospitals form an excellent nucleus for imparting health 
education. In teaching hospitals there should be a qualified Health =| 
Educator with medical or social science training. He should be: | 
assisted by medico-social workers trained in health education. The 
set-up should include a projectionist to operate the audio-visual 
equipment and artistcum-photographer for preparing education 
aids. District hospitals should be provided with medico-social 
workers. The Medical Offcer-in-charge of the Primary Health | 
Centre should be responsible for health education in the Block and 
he should utilise the Block Extension Educator in planning educa- | 
tion material for the Primary Health Centre. ; 


IOor. The equipment for health education work for hospitals. 
of various sizes have been suggested, . 


| 
i 
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102. Adequate display of health education matenal. books, 
pamphlets and arrangements for display of short films may be made- 
in the Out-patient Departments in hospitals. 


AUGMENTATION OF RESOURCES 


103. In order to augment financial resources the followng 
measures are suggested :— 
(i) Levy of a charge of 10 paise’per attendance in the cut- 
patient departments of hospitals and dispensaries. 
(ii) A minimum charge of 25 paise per day of hospital s:ay. 
(iii) Payment of diet-charges by patients who have a montily 
income of Rs. 200/- or above. | 
(iv) Setting up of pay clinics in all major hospitals in towns 
with a population of five lakhs. 
(v) Provision of paying beds in district and teaching hosoi- 
tals, where these do not exist. 
(vi) Extension of Central Government Health Scheme and 
Employees State Insurance Scheme. 
(vii) Starting of Health Insurance Scheme in selected areas or 
among selected groups of population. 


(viii) Contribution from the L.I.C., and 
(xi) Health Cess. 


104. The revenues, raised by measures suggested above, 
should not go to the public exchequer but made avaliable to the 
hospital concerned either directly or through an equivalent increase” 
in its budget. Donations for putting up. of hospital buildings, 
setting up of beds in themand for running hospitals should t 


encouraged. 


2 105. Central Government Health Scheme and Employess 
State Insurance Scheme should be extended to uncovered population 
and areas. Health Insurance Scheme may be tried on pilot basis 
in selected areas, both among the urban and rural populatioss. 
State Governments should also initiate health insurance schemes 
for their employees by some banks and other organisations should 
be discouraged and these organisations should also start their own 
health insurance schemes. 

106. The Life Insurance Corporation should also join hancs 


with health agencies in their endeavour and be asked to set apart 
a prescribed proportion of its profits to finance the Health Insurance: 


Scheme. 

107. . The levy of Health Cess as imposed in the State of 
Mysore may be considered by other States also as.a source for rais- 
ing revenues. 
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FAMILY PLANNING PROGRAMME IN HOSPITALS 


108. All medical men, general practitioners, specialists pac- 
-diatricians and others should be made to take interest in Family 
Planning work, and they be made aware of the urgency of the 
population problems, modern methods and latest research in Family 
Pianning. | 
10g. Family Planning Committees should be set up in all 


hospitals to plan and review the progress made in regard to Family 
Planning. | 


110. Family-Planning services should be provided in all hospi- 
‘tals through Family Planning Welfare Centres and no post should 
be left unfilled. In teaching hospitals the Family Planning Welfare 
Centres should work as a part of the Department of Gynaecology 
and Obstetrics. These centres should aiso organise “Well-baby” 
Clinics. Occasions «hen women come for fitness for loop inser- 
‘Hons or some other iamily planning advice, should be utilised for 
detection of abnormalities /disease and wherever possible proper 
advice given for treatment, | 


T11. All hospitals should have facilities for sterilisation. 


112. Doctors and para-medical staff who take active interest 
in Family Planning, a remark to this effect may be made in his 
character rolls. For outstanding work in Family Planning the 
stafi may be allowed double Increments in pay. 


113. As for educational] Programmes, ‘the . Family Planning 
Welfare Centre should be situated at advantage point, all doctors 
Wherever possible, should advise patients for Family Planning as 
part of patient’s care; nurses during the patient's stay in hospitals, 
can educate and motivate them for Family Planning. At the time 
when patient is discharged from hospital, eligible patients may be 


clearly told the type of Family Planning advice needed and the 
place to be visited by them. 


114. Orientation courses ip Family Planning for doctors and 
nurses should be organised in teaching hospitals. Staff of Re 


gional Family Planning Centres may also be involved. Family 


p ° 9 = . . > * 
Planning should be made a subject of study in medical colleges as 
part of undergraduate curriculum, 


CENTRAL GOVERNMENT HEALTH SCHEME 


115. High priority should be given to the construction pro- 
gramme of dispensaries, The action on Proposals (7) to have a 
separatae Hospital for Centra] Government Health Scheme bene- 
“Hclaries in Delhi and (11) to set Up one poly clinic for every five 
dispensaries to provide laboratory, diagnostic and s ecialist services 
‘should be expedited, Pao ek 
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116. Much of =he time spent by the patients in the dispex- 
saries will be reduced if the Pharmacist’s counter is enlarged to 


> it; 


accommodate both t2¢ compounders dispensing special and ord: 


Ve 
nary medicines and separate timings be fixed for old and new cases 
and these timings are strictly enforced excepting for emergency 
cases. 


117. Direct consuitation with the specialists by beneficiar: 
drawing Rs. 1,200/- or more per month is not justified on medi- 


cal crounds and as such this distinction should be removed. 


118. A Central Pharmacy be established in the medical score 
for the manufacture of certain drugs. 


11g. The CGHS formulary of medicines is quite exhaustve. 


The practice of giving medicines outside the formulary and in ex- 


cessive quantity should be voluntarily discontinued and docors 


should be considered as the best judge to prescribe the Het 


120. A committee of experts should be set up to go into <his 
question and suggest measures for removing the disparity i in expen- 
diture in various dispensaries. 


121. The use of proprietory names should be progressively 
eliminated and the drugs should bear generic names. Stricter inzer- 
nal checks should be enforced to eliminate pilferage. To prevent 
impersonation separate indentity cards for every beneficiary con- 
taining his/her photograph should be issued. 


122. The rates of contributions has remained the same since 
the inception of the scheme in 1954 inspite of sharp rise int expendi- 
ture. Contributions made-by the beneficiaries to the C.G.HLS. 
should be raised in the same proportion as the rise in total emoit- 
ments to the beneficiaries since the rates of contributions were ‘ast 


fixed. 


» 123. Since the C.G.H.S., dispensaries are providing comore- 
hensive health care, they should be redesignated as “Health Centres 
for Central Government Employees”. 


DIFFICULT AREAS 


124. The referral functions entrusted to District Hospitals 
enerally, should, in case of Difficult Areas, be made in responsbi- 
Fity of the Sub-Divisionai hospitals (tehsil, taluq or another suitable 
administrative sub-dvi ision.) These hospitals may have more than 
50 beds and in addition to surgical, medical, gynaecological and 
obstetrics specialities should have other specialities such as opthal- 
mology, dermatology, E.N.T. venereal diseases and dentistry. 


125. The number of Primary Health Centres should be raised 
totwo in a Block. The frequency of visits of health workers 
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‘should be raised gradually to one in a week. There should be a 
provision of 10 beds and in addition an isolated hut. 


126. Within areas of Primary Health Centres suitable sub- 
centre to be known as ‘key villages’ should be selected in such a 
manner that one or another of the key villages lie within half a 
day’s march from the fartherest village. Doctors from the P.H.C. 
should visit the village, examine patients and dispense medicine, 
once in a week, on days extensively publicised. 

127. First aid kits should be kept in village and school 


teacher or a Surpanch or one of the Panchs should be given short 
training course to provide first. aid services to villages. 


128. Doctors working an difficult areas should’ be"*given 
higher rural allowance than obtaining in other rural areas. 
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